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This presentation will explain why you must include text on an abstract to 

support the codes you have entered, and how to find the appropriate text 

within a medical record. 

1 

http://www.cdc.gov/cancer/npcr


2 

Purpose of Standardized Data 

�Consistency 

�Monitor patient trends 

�Observe referral patterns 

�Allocate resources 

It is extremely important to record cancer data using standard codes to ensure 

uniformity and consistency across registries. The uniform collection of cancer 

data allows us to monitor and manage patient trends, observe referral patterns, 

and decide how to allocate resources within communities. 
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Importance of Standardized Data
 

�  Data Collection 

�Required data sets 

�Research 

�Marketing 

�Future data requests 

�Special studies 

�Avoiding “unknowns” 
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We must be consistent and accurate in coding all cancer diagnoses. Required 

data sets may vary from state to state, so it is important to understand what data 

items the state (and region) requires your registry to report. An institution may 

require reporting of cancer diagnoses not otherwise required by the state or 

central registry. These diagnoses are called “reportable-by-agreement cases.” 

Some diagnoses may be pertinent to research conducted by the facility. Facility 

administrators generally are interested in the number of newly diagnosed 

cancers at the facility and the number of return visits. Marketing departments 

will select data based on ZIP codes to analyze market shares. 

Learn to recognize the direction the institution or state is moving toward in 

cancer data collection, so you can be prepared for data requests resulting from 

shifts in caseloads or treatment for specific cancers. Special studies may be 

generated from such shifts in data nationwide. Uniform coding allows facility 

data to be compared with regional, state, and national data, and larger 

databases to each other. For this reason, you should avoid coding cases as 

“unknown primary” whenever possible. Too many unknowns skew the data 

when it is analyzed. 

Data collection through uniform coding is one means of standardization. 

However, providing justification of those standardized codes through text is 

necessary to assure the analyst that the information being shared is valid and 

accurate. 
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WOMEN MEN
 

In this very common example, we use symbols and text to communicate with 

the reader. Similarly, in registry abstracting, we use universal codes and text 

together to describe a cancer diagnosis. A reviewer or researcher should be 

able to use the text provided in the abstract to validate the codes that describe 

the medical diagnosis on a cancer patient. 

If the symbols are removed from the illustration above, we still understand the 

message based on the text. It’s the registrar’s task to ensure the same is true in 

a cancer abstract. The symbols provide the information; the text is the 

supporting documentation. 
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Resolving Coding Discrepancies
 

�  Compare information
 

� Hospital #1 Patient J.R. Race: 01 White 

� Hospital #2 Patient J.R. Race: 02 Black 

� Hospital #3 Patient M.P. C504 2 Left 

� Hospital #4 Patient M.P. C504 1 Right 
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Here are two examples of coding discrepancies: 

• In hospital 1, patient J. R. is coded as white, while hospital 2 codes the same 

patient as black. When two hospitals report the same patient with different race 

codes, the central registry staff must determine which code is correct. 

• The next example shows that patient M.P. was reported with different breast 

cancer laterality codes at hospitals 3 and 4. The central registry staff must 

determine if this patient has two primaries, or if one hospital has recorded 

incorrect information. How do they make this determination? They begin by 

reading the supporting text. 

When coding discrepancies are noted, the text information can be used to 

validate the coded data item without having to contact the facility submitting the 

information. 
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NAACCR Standards – Supporting Text
 

�Standard 3.2.2 – Data Text 

�Text information should be: 

� included in the registry’s dataset 

� transmitted along with codes when tumor 

records are shared with other registries. 
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The North American Association of Central Cancer Registries (NAACCR) has 

established a standard regarding text in NAACCR Standards for Cancer 

Registries Volume III. To ensure central registry staff can perform quality control 

review of coded data, abstracted text summaries from the medical record should 

be reviewed, and supporting text should be included in the registry’s data set 

along with the data codes. 

The NAACCR Data Dictionary (Volume II) offers suggestions for text fields for 

various data items. 

Your state registry should require text. 
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Ambiguous Terms1
 

�Diagnostic of cancer 

�Consistent with 
�Favor (s) 
�Most likely 
�Presumed 
�Probable 
�Suspect (ed) 
�Suspicious (for) 
�Typical (of) 

1 www.seer.cancer.gov 
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There is a list of ambiguous terms that are considered diagnostic of cancer and 

therefore reportable. Additional terms were added for cases diagnosed in 1998 

and later. 
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Ambiguous Terms1 

Cases Diagnosed 1/1/1998 or later 

�Diagnostic of cancer 

�Appears 

�Comparable with 

�Compatible with 

�Malignant appearing 

1 www.seer.cancer.gov 

The complete list is available on SEER’s Web site (www.seer.cancer.gov). 

When you are abstracting a case based on ambiguous terminology, it is 

extremely important to include the terminology in the text of the abstract, 

especially if the decision to abstract the case rests on the use of the ambiguous 

term. When cases are reviewed at the central registry for population-based 

studies, a case might be excluded if the diagnosis is based on ambiguous 

terminology, or the patient could inadvertently be asked to participate in a study 

when the patient might not be aware that he/she has a reportable diagnosis. 

You must keep up with the most current list of terms and you must be familiar 

with these terms to ensure complete casefinding methods. 
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Ambiguous Terms2
 

�NOT diagnostic of cancer 

�Equivocal 
�Possible 
�Questionable 
�Suggests 
�Worrisome 
�Cannot be ruled out 
�Rule (d) out 
�Potentially malignant 

2 www.seer.cancer.gov 
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These terms are not diagnostic of cancer. A case using any of the above terms 

would not be reportable. You can see why it is so important to document the 

ambiguous terms within the reportable case. The use of one of these terms 

can make a case non-reportable instead of reportable. 
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Purpose of Text
 

�Defensive abstracting 

�Unusual occurrences 

�Edit check verification 

�Recoding audits 

�Researcher use 

�Facility use 

�Re-abstraction of historical data 
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Why is text needed within an abstract? Text provides the patient’s cancer 

information in a readable format. Text provides the information necessary to 

defend the abstracted or coded information, to document unusual occurrences, 

and to verify edit checks, as well as to provide information for recoding audits, 

researcher use, facility use, and re-abstraction of historical data comparisons. 

We will look at these individually. 
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Purpose of Text 

�Defensive abstracting 

�Unusual occurrences 

�Edit check verification 

You can defend your abstracted information by providing text. The text 

information is readily available to defend coded items without going back to the 

source document. 

If there is an unusual occurrence, it should be explained in the text. For 

example, a 38-year-old male with prostate cancer. 

Text is needed for edit check verification. Central registry staff use text to verify 

coding discrepancies between facilities for the same patient. 
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Purpose of Text 

�  Recoding audits 

�  Researcher use 

�  Facility use 

�  Re-abstraction of historical data 

As part of quality control, central registry staff and facility registrars often 

perform “recoding audits” in which they recode the abstract based on the text 

provided within it. 

Researchers use the text to check the validity of the data. 

Text is used by the hospital registrar to defend the coded items, document any 

treatment from outside facilities and assist with completion of studies initiated by 

the institution, to name a few. Reviewing text in the abstract provides quality 

reviewers outside of the registry with information that “codes” would not allow. 

The registry might be asked for information on historical data in the registry 

database. If the appropriate text is given, registrars can compare data by 

recoding or re-abstracting the historical data to compare to more current data. 
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Validating Codes with Text
 

�  What is important? 

�  Defines who, what, when and where 

�  Example: 
�Description of code(s) 
�2/10/07 Date of diagnosis 

�BF 40 y/o black, non-Hispanic 

female 

�C504 Upper outer quadrant of breast 

� /2 Behavior code for in situ 

�8500 Histology code infil ductal ca 
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How do you use text to validate codes?

 Each “coded” data item should be validated with text.  We can answer the 

questions of who, what, when, and where during the process. Always provide 

pertinent information, such as the date of diagnosis, which answers the question 

of when, followed by where the diagnosis was made. To answer the question 

of who, simply provide text to describe the patient, such as a 40-year-old black, 

non-Hispanic female. Describing the site and histology of the cancer provides 

us with the answer for what. For instance, C504 is the code for the upper outer 

quadrant of the breast. The registrar must provide supporting text in the 

radiology and/or primary site text portion of the abstract, such as a statement 

that the tumor was in the upper outer quadrant, or that the tumor was at 10:00 in 

the right breast or 2:00 in the left breast. Otherwise, the reader cannot validate 

the location of the tumor. 

The behavior code is another code that must be validated with text. In this case, 

/2, the behavior code for in situ, is noted. Text should be provided in the 

histology portion of the abstract to support the code. 

Finally, the histology code must be supported with text. Code 8500 indicates 

infiltrating ductal carcinoma. Supporting text should be provided in the histology 

portion of the abstract. 
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Supporting Text 

�Date of birth (year) 

�Sex 

�Race 

�Hispanic origin 

�Tumor markers 

�Primary site 

�Laterality 

�Histology/behavior 

�Grade/differentiation 

All coded items should be documented in text for validation. The year of the 

date of birth can be validated by stating the patient’s age along with their gender 

and race in the text fields, for example, 65y/o W/M. 
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Supporting Text
 

�Tumor size 

�CS Extension 

�CS LNS 

�Regional LNS positive and examined 

�CS Mets at Dx 

�Site-specific factors 1–6 

�Operative reports 

�Treatment modalities 

�Follow-up and recurrence 

15 

All of these fields should include text to support the documentation of the 

code(s) given. The abstractor should take terms directly from the medical 

record. This is especially true when the terms are considered ambiguous. When 

providing text to support the required fields, the abstractor should be familiar 

with the abbreviations approved by the North American Association of Central 

Cancer Registries (NAACCR). Abbreviations allow more text to be entered into 

the abstract, but it is important to use only approved abbreviations to ensure 

readers understand it. We will discuss NAACCR-approved abbreviations and 

others later in this presentation. 
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Examples of Validating Codes with Text
 

�Patient demographic codes: 
�Race code: 02 

�Hispanic code: 0 

�Sex code: 2 

�Patient demographic text: 

“B/F, non Hispanic” 
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Here are examples of validating codes with text. The codes listed here have to 

do with patient demographic information. 

• Race code 02 is black. 

• Hispanic code 0 is non Hispanic. 

• Sex code 2 is female. 

The text within the history and physical should include “B/F non Hispanic” and 

as mentioned earlier, the year of birth can be validated by including the age of 

the patient. 
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Examples of Validating Codes with Text
 

�Cancer ID and stage codes 

�Primary site: C341 

�Histology: 8140 

�Behavior: /3 

�Grade: 2 

�Tumor size: 020 

�Laterality: 1 

�Regional LNs positive: 00 

�Regional LNs examined: 03 

17 

It is important to include text to validate all codes. Some of these elements 

derive the AJCC stage. One incorrect element could change the derived stage. 

The text given in the pathology report provides the information needed to 

support the codes. How might that read? Let’s look at the next slide. 
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Examples of Validating Codes with Text
 

�Cancer ID and stage pathology text 

�8/7/2007: Lobectomy of the right upper 

lobe lung reveals a moderately 

differentiated invasive adenocarcinoma 

measuring 2cm in greatest diameter. 

Three hilar lymph nodes are removed and 

are negative for carcinoma. Margins are 

negative. 
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The pathology text provided here supports the codes given on the previous 

slide. The reader can be assured the information is correct. The cancer reporter 

would use this text to abstract/code and it should also be provided in 

abbreviated form to validate those codes with text. Record the “text” of the 

pathology report that enabled a code to be assigned. The date is also important. 
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Examples of Validating Codes with Text
 

�Abbreviated text : 

�8/7/2007: Lobectomy RUL lung: mod diff 

inv adenoca.  TS 2cm. 3 hilar LN 

removed, neg for ca. Margins neg. 

19 

This abbreviated text for abstracts condenses seven lines of pathology 

description into three using approved abbreviations. 
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Examples of Validating Codes with Text
 

�Procedure: 30 – Lobectomy 

�Primary site: C341 – RUL lung 

�Histology: 8140 – adenoca 

�Behavior: /3 malignant 

�Grade: 2 MD 

�Tumor size: 020 – 2cm 

�Laterality: 1 rt 

�Regional LNS positive: 00 – 00/03 

�Regional LNS examined: 03 – 00/03 

�Margins: 0 margins neg. 

20 

The text provided on the previous slides validates all of the codes shown here. 

We can see the code with the text. This information can generally be derived 

from the pathology report in the medical record, and recorded in the pathology 

text field in the abstract. Don’t forget to include the dates of the procedures. 
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Facility-specific Documentation
 

�Facility-specific information 

�Medical record number: 548528 

�Date of admission: 8/3/2007 

�Date of discharge: 8/8/2007 

�Hospital number: 625007- Medical Center 

�Class of case: 1 – Dx and tx here 

� Insurance: 60 – Medicare 

21 

This slide shows examples of facility-specific information required in an abstract. 

When the abstract is complete, it is wise to do a quick visual review of these 

data elements for accuracy. The hospital name, class of case, and type of 

insurance should be documented in the text. 
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Examples of Validating Codes with Text
 

�First course treatment information 

�Surgery primary site: 22 – Lumpectomy 

�Scope LNS surgery: 2 – SLN Bx 

�Chemotherapy: 87 – Refused 

�Radiation therapy: 7 Refused 

�Date hormone tx:  07/10/07 

�Hormone therapy: 01 – Administered 

22 

Validating codes with text for first course treatment is important, especially when 

first course treatment does not follow national standards. In the example above, 

the patient received a lumpectomy with sentinel lymph node biopsy for her 

disease. However, she did not follow the usual treatment regimen for her 

disease following her surgery; she refused chemotherapy and radiation therapy, 

but accepted hormonal therapy. 

Use the text fields included in each treatment modality screen to record the 

operative text, which includes the date of the surgery with the text “lumpectomy 

with sentinel lymph node biopsy.” In this case under radiation therapy and 

chemotherapy, the text should indicate that the patient refused the physician’s 

recommendation. Under hormone therapy, the text should include the date and 

type of hormone therapy administered, such as Tamoxifen or Arimidex. The 

dates for all procedures are equally important. 
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Examples of Validating Codes with Text
 

�Follow-up and recurrence 

�Type last tumor follow-up: 01 – Readmit 

�Vital status: 1 – Alive 

�Recurrence type: 00 – None/disease-free 

23 

Record follow-up information in the follow-up text field in the abstract. The site of 

any recurrence should be added in text and depending upon the facilities’ 

needs, they may include who and where the diagnosis of the recurrence was 

made. 

Remember to use approved abbreviations, such as the North American 

Association of Central Cancer Registries (NAACCR)- for all text to support the 

codes. 
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NAACCR-Approved Abbreviations3
 

�Adenoca: Adenocarcinoma 
�Ant: Anterior 
�Bil: Bilateral 
�Ca: Carcinoma 
�Cont: Continue 
�Dz: Disease 
�Dx: Diagnosis 
�Exc: Excision 

3 www.naaccr.org 
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This slide lists examples of North American Association of Central Cancer 

Registries (NAACCR)-approved abbreviations. NAACCR’s Web site provides a 

complete list in Volume II, Version 11.2, Appendix G. The NAACCR list does 

not include drug abbreviations. 

You can access other medical abbreviation publications or websites. One such 

site is Medical Terminology and Cancer Abbreviations and Acronyms for 

Oncology at http://www.cancerindex.org/medterm/medtm15.htm#abr. 

Many states have additional accepted abbreviations. Remember, everyone 

should be able to read the abstract if standard abbreviations are used. If you 

use your own abbreviations, the reader may not understand them. 
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NAACCR-Approved Abbreviations 

�Lg – Large 

�Mets – Metastatic, Metastases 

�Rx – Treatment 

�Sx – Symptoms 

�Tx – Treatment 

�W/ – With 

�W/O – Without 

�W/U – Workup 

More examples of the North American Association of Central Cancer Registries 

(NAACCR)-approved abbreviations. 
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NAACCR-Approved Symbols 

�@   At 

� /     Comparison 

�<    Less than, decrease 

�=    Equals 

�>    Greater than, increase 

� -     Negative 

�+    Positive 

�x    Times 

Use these North American Association of Central Cancer Registries (NAACCR)-

approved symbols when abstracting. 
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Context-Sensitive Abbreviations
 

� Use carefully 
� AP Anteroposterior; Abdominal perineal 

� BM Bone marrow; Bowel movement 

� CA Carcinoma; Calcium 

�MIN Minimum; Minute 

�ML Middle lobe; Milliliter 

�MM Multiple myeloma; Millimeter 

� PAP Papillary; Papanicolaou smear 

� PT Patient; Physical therapy 

� RT Right; Radiation therapy 

� SCC Small cell carcinoma; Squamous cell 

carcinoma 
27 

Some abbreviations may have two or more meanings. Common ones are 

shown here to demonstrate that an abbreviation in an abstract may have a 

different meaning to a researcher or reviewer, so be aware that certain 

abbreviations might be misinterpreted. These abbreviations should be used 

carefully to avoid confusion. Usually, the meaning is straightforward in a cancer 

registration context, such as CA for carcinoma rather than calcium, or ML for 

middle lobe rather than milliliter. However, others still have dual interpretations 

in cancer registration, such as “RT,” which could stand for right (the direction) or 

Radiation Therapy. “SCC” is also potentially confusing, as it could mean small 

cell carcinoma or squamous cell carcinoma. The approved abbreviations can be 

found at www.naaccr.org. 
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Documentation in the Abstract
 

�Codes
 
�Race 01 

�Sex 2 

�Primary site C343 

�Histology/Behavior 8070/3 

�Grade 3 

�Surgery 30 

�Chemotherapy 03 

�Follow-up cancer status 1 

28 

Now we will discuss complete documentation in the abstract. In this slide, we 

see codes without the text. A researcher or central registrar who had only codes 

to decipher the abstract would have no way to validate a code without the 

medical record. It’s easy to type the wrong key when abstracting, especially for 

one-digit codes such as those for sex and grade of tumor. Codes allow easy 

retrieval of computerized data. 

Race: 01 – white 

Sex: 2 – female 

Primary site: C343 – lower lobe lung 

Histology/Behavior: 8070/3 – squamous cell carcinoma, malignant 

Grade: 3 – poorly differentiated 

Chemotherapy: 03 – multiagent 

Follow-up cancer status: 1 – no evidence of this tumor 
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Documentation in the Abstract
 

�Text 
�Race: black 

�Sex: female 

�Primary site: upper outer quadrant breast 

�Histology: ductal carcinoma, in situ 

�Laterality: left 

�Surgery: lumpectomy 

�Hormone: hormone therapy administered 

�Cancer status: no evidence of this tumor 
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In this slide, we are given the text without the codes. It would be difficult to 

extract data for statistical analysis, because you would have to read each 

abstract to derive the information. 

Race: Black – 02 

Sex: female – 2 

Primary site: Upper outer quadrant breast – C504 

Histology/Behavior: Ductal carcinoma in situ – 8500/2 

Laterality: Left – 2 

Surgery: Lumpectomy – 22 

Hormone: Hormone administered – 01 

Follow-up: Cancer status – 1 

29 



moderately differentiated 

TS 2cm in size 

right Rt 

Documentation in the Abstract
 

�Required fields with text 
�Primary site: C341 – lung right upper lobe 

RUL lung 

�Histology: 8140 – adenocarcinoma 

�Behavior: /3 malignant 

�Grade: 2 

�Tumor size: 020 – 

�Laterality: 1 

�Regional LNS positive: 00 – none 

�Regional LNS examined: 03 – three 

30 

Use abbreviations wherever possible. Abbreviations save more than half of the 

characters in the text fields, reducing the number of characters from 94 to 44. 

This can be very useful when text space is limited and the supporting text has to 

be long. Abbreviations save the abstractor time. Actually, abbreviations save 

everyone’s time. 
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Documentation in the Abstract
 

�Final abstract 

�Codes and text provide information on 

the patient and the patient’s disease 

�Either should derive the same outcome 

�Text should be concise and pertinent 

�Use only approved abbreviations 

�Codes provide universal language for 

data retrieval 

31 

Codes and text are provided in an abstract so the reader can gain information 

on the patient and the patient’s disease process. The reader should derive the 

same information from both the codes and the supporting text. Text should 

include concise and pertinent information to validate the codes in the abstract. 

When providing text, you should use only approved abbreviations. Codes 

provide a universal language on the abstract for comparison and data retrieval. 

The abstract is a condensed version of a patient’s oncology medical information. 

It is a formal record that provides useful information for future research, 

treatment modalities, and facilities. 
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Helpful Hints for Abstracting
 

�Document the information that led to 

the assignment of a particular code 
�C619 – Prostate gland 

�Document in the appropriate area in 

the abstract 

�Do not duplicate information 

�Document what you know; do not 

make assumptions 

32 

Some helpful hints when abstracting: 

• Document the information that led to the assignment of a particular code. For 

instance, support code C619 with text in the primary site field for a prostate 

gland case. 

• The text should be included in the appropriate area for the code(s). Some 

central cancer registries allow all text in one area of the abstract, while others 

require text in specific areas. It is important to know the state-specific 

guidelines/requirements of where to record text. 

It is not necessary to duplicate information within the abstract. For instance, text 

of a lobectomy in the operative text area of the abstract and in the pathology 

text area of the abstract. 

• Document in text what is known within the abstract. Do not assume something 

that is not written in the medical record. Abstracts are based on facts. You must 

validate the codes in the abstract with text of the facts in the medical record. 
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Visual Editing
 

�Self-editing 
�Reread your abstract without the
 

supporting documents
 
�Central registry editing 
�Visual editing 

�Major versus minor errors 
�Major error: 8140 instead of 8500 

�Minor error: Colon CS ext 15 instead of 14 

33 

Visual editing can eliminate errors on abstracts before they are transmitted to 

the central registry. Reread the abstract without the supporting documents. 

Does it make sense? Is it logical and understandable? Any discrepancies 

should be reviewed and corrected, if necessary. Remember, all codes should 

have supporting text to validate the assignment of that code in the abstract. 

The central registry will also perform visual editing of the abstract. They rely on 

text to verify the codes. 

The central registry might evaluate your abstract on major versus minor errors. 

A major error changes the meaning of the abstract, such as a histology coded to 

8140 (adenocarcinoma) instead of 8500 (ductal carcinoma). A minor error does 

not change the meaning of the abstract, such as Colon CS extension code 15 

(invasive tumor in polyp, NOS) instead of Colon CS extension code 14 (confined 

to stalk of polyp, NOS). The AJCC stage remains T1 and the SS77 and SS2000 

remain localized. 

Note to Presenter: Each central cancer registry has their own list of major vs. 

minor errors and the individual state’s examples can be used here.  Some 

states do not differentiate between major and minor. 
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Visual Editing
 

�Can improve abstracting skills and 

improve data quality through 

�Self-editing 

�Central registry editing 

�Departmental editing 

34 

Visual editing by reading text can improve your abstracting skills and improve 

data quality. Self-editing allows you to find errors that might have occurred due 

to entering information quickly. The central registry usually provides the edits 

with discrepancies for you to correct; this is a great learning tool. 

Facility registries with two or more abstractors can edit abstracts for each other 

or within the department. The abstract is studied and discrepancies can be 

shared for education and quality improvement. 
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Summary 

�Provide text for all required fields 

using approved abbreviations to 

support codes being documented 

within the abstract. 

�Perform visual editing of the abstract 

to validate the correct use of the 

codes and text provided. 

35 

In summary, you should always provide supporting text for all coded data fields 

using either the North American Association of Central Cancer Registries 

(NAACCR)-approved abbreviations, or ones provided by your central registry, to 

validate the codes being documented within the abstract. You should also 

perform visual editing of the abstract and correct any discrepancies before 

submitting it to the central registry. 
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The findings and conclusions in this 

presentation are those of the authors 

and do not necessarily represent the 

views of the Centers for Disease 

Control and Prevention. 
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